INTRODUCTION
American Society of Clinical Oncology (ASCO) has established a process for adapting other organizations' clinical practice guidelines. This article summarizes the results of that process and presents the practice recommendations adapted from the Pan-Canadian Guideline on Screening, Assessment and Care of Psychosocial Distress (Depression, Anxiety) in Adults with Cancer, 1 which addressed the optimum screening, assessment, and psychosocialsupportive care interventions for adults with cancer who are identified as experiencing symptoms of depression and/or anxiety.
This guideline adaptation addresses one of 18 symptom topics that have been identified and prior-itized for guideline development by ASCO's Cancer Survivorship Committee. As a result of the growing numbers of cancer survivors, 2 ASCO has taken steps to address the recommendations made by the Institute of Medicine (IOM) 3 to promote evidencedbased, comprehensive, compassionate, and coordinated survivorship care. [4] [5] [6] More specifically, ASCO's Cancer Survivorship Committee has mobilized to address recommendation 3 of the IOM, which calls for health care providers to "use of systematically developed evidence-based clinical practice guidelines, assessment tools, and screening instruments to help identify and manage late effects of cancer and its treatment. Existing guidelines should be refined and new evidence-based guidelines should be developed through public-and private-sector efforts." 3(p155) 
METHODS
This guideline adaptation was informed by the ADAPTE methodology, 7 which was used as an alternative to de novo guideline development for this guideline. Adaptation of guidelines is considered by ASCO in selected circumstances, when one or more quality guidelines from other organizations already exist on the same topic. The objective of the ADAPTE process 8 is to take advantage of existing guidelines in order to enhance efficient production, reduce duplication, and promote the local uptake of quality guideline recommendations.
ASCO's adaptation process begins with a literature search to identify candidate guidelines for adaptation. Adapted guideline manuscripts are reviewed and approved by the ASCO Clinical Practice Guidelines Committee (CPGC). The review includes two parts: methodological review and content review. The methodological review is completed by a member of the CPGC's Methodology Subcommittee and/or by ASCO senior guideline staff. The content review is completed by an ad hoc panel (Appendix 1, online only) convened by ASCO that includes multidisciplinary representation. Further details of the methods used for the development of this guideline are reported in a Data Supplement available at www.asco.org/adaptations/depression.
THE BOTTOM LINE GUIDELINE QUESTION
What are the optimum screening, assessment, and treatment approaches in the treatment of adult patients with cancer who are experiencing symptoms of depression and anxiety?
Target Population
• This guideline adaptation pertains to adults (age 18 years and older) at any phase of the cancer continuum and regardless of cancer type, disease stage, or treatment modality. The guideline does not focus on treatment of depression or anxiety in adults prior to a cancer diagnosis, but recognizes these as risk factors in the assessment process.
Target Audience
• Professional health care providers (eg, medical, surgical, and radiation oncologists; psychiatrists; psychologists; primary care providers; nurses; and others involved in the delivery of care for adults with cancer) as well as patients, family members, and caregivers.
Final Recommendations
• It is recommended that all patients with cancer and cancer survivors be evaluated for symptoms of depression and anxiety at periodic times across the trajectory of care. Assessment should be performed using validated measures. Depending on levels of symptoms reported, different treatment pathways are recommended (Figures 1 and 2 ). Failure to identify and treat anxiety and depression in the context of cancer increases the risk for poor quality of life, and potentially increased disease-related morbidity and mortality. • Health care practitioners implementing the recommendations presented in this guideline should first identify the available resources in their institution and community for the treatment of depressive and anxiety symptoms. The availability and accessibility of supportive care services for all are important in preventing or reducing the severity of symptoms of psychopathology in patients.
Follow-Up and Re-Assessment
• It is common for persons with symptoms of depression and/or anxiety not to follow through on referrals and/or to comply with treatment recommendations. With this in mind: ⅙ Assess follow-through and compliance with individual or group psychological/psychosocial referrals, as well as satisfaction with these services. ⅙ Assess compliance with pharmacologic treatment, patient's concerns about adverse effects, and satisfaction with the symptom relief provided by the treatment. ⅙ Consider tapering the patient from medications prescribed for anxiety if symptoms are under control and if the primary environmental sources of anxiety are no longer present. ⅙ If compliance is poor, assess and construct a plan to circumvent obstacles to compliance or discuss alternative interventions that present fewer obstacles. ⅙ After 8 weeks of treatment, if symptom reduction and satisfaction with treatment are poor, despite good compliance, alter the treatment course (eg, add a psychological or pharmacological intervention; change the specific medication; refer to individual psychotherapy if group therapy has not proved helpful).
DISCLAIMER
The information contained in, including but not limited to clinical practice guidelines and other guidance is based on the best available evidence at the time of creation and is provided by the American Society of Clinical Oncology, Inc. ("ASCO") to assist providers in clinical decision making. The information should not be relied on as being complete or accurate, nor should it be considered as inclusive of all proper treatments or methods of care or as a statement of the standard of care. With the rapid development of scientific knowledge, new evidence may emerge between the time information is developed and when it is published or read. The information is not continually updated and may not reflect the most recent evidence. The information addresses only the topics specifically identified therein and is not applicable to other interventions, diseases, or stages of diseases. This information does not mandate any particular product or course of medical treatment. Further, the information is not intended to substitute for the independent professional judgment of the treating provider, as the information does not account for individual variation among patients. Recommendations reflect high, moderate or low confidence that the recommendation reflects the net effect of a given course of action. The use of words like "must," "must not," "should," and "should not" indicate that a course of action is recommended or not recommended for either most or many patients, but there is latitude for the treating physician to select other courses of action in certain cases. In all cases, the selected course of action should be considered by the treating provider in the context of treating the individual patient. Use of the information is voluntary. ASCO provides this information on an "as is" basis, and makes no warranty, express or implied, regarding the information. ASCO specifically disclaims any warranties of merchantability or fitness for a particular use or purpose. ASCO assumes no responsibility for any injury or damage to persons or property arising out of or related to any use of this information or for any errors or omissions.
GUIDELINE AND CONFLICT OF INTEREST
The Expert Panel was assembled in accordance with ASCO's Conflict of Interest Management Procedures for Clinical Practice Guidelines ("Procedures," summarized at http://www.asco.org/rwi). Members of the panel completed ASCO's disclosure form, which requires disclosure of financial and other interests that are relevant to the subject matter of the guideline, including relationships with commercial entities that are reasonably likely to experience direct regulatory or commercial impact as the result of promulgation of the guideline. Categories for disclosure include employment relationships, consulting arrangements, stock ownership, honoraria, research funding, and expert testimony. In accordance with the Procedures, the majority of the members of the panel did not disclose any such relationships.
RESULTS OF GUIDELINE SEARCH AND ASCO PANEL CONTENT REVIEW
As mentioned, the adaptation process starts with a literature search to identify candidate guidelines for adaptation on a given topic. The systematic search of clinical practice guideline databases, guideline developer Web sites, and the published health literature identified clinical practice guidelines, systematic reviews, meta-analyses, and other guidance documents addressing the screening, assessment, and care of symptoms of anxiety and/or depression. On the basis of formal content review of the pan-Canadian guideline using a standardized form and on review of the literature search yield, the ad hoc panel selected the pan-Canadian guideline for adaptation because it was comprehensive and recently developed by multidisciplinary panels of experts. (see Data Supplement for details of the search and content review.)
PAN-CANADIAN PRACTICE GUIDELINE: SCREENING, ASSESSMENT AND CARE OF PSYCHOSOCIAL DISTRESS (DEPRESSION, ANXIETY) IN ADULTS WITH CANCER

CLINICAL QUESTIONS AND TARGET POPULATION
The pan-Canadian guideline 1 addressed the question, "What are the optimum screening, assessment, and psychosocial-supportive care interventions for adults with cancer who are identified as experiencing symptoms of depression and/or anxiety?"
The target population for the guideline is adults (age 18 years and older) with cancer at any phase of the cancer continuum, regardless of cancer type, disease stage, or treatment modality. The guideline does not focus on the management of depression or anxiety in adults before their cancer diagnosis, but recognizes these as risk factors in the assessment process.
The pan-Canadian guideline is intended to inform Canadian health authorities, program leaders and administrators, as well as professional health care providers engaged in the care of adults with cancer via algorithms and recommendations that would facilitate uptake of the guideline recommendations. The guideline is multidisciplinary in its focus, and the recommendations are applicable to direct-care care providers (eg, nurses, social workers, family practitioners) in diverse care settings.
RESULTS OF THE ASCO METHODOLOGIC REVIEW
The methodologic review of the pan-Canadian guideline was completed independently by two ASCO guideline staff members using the Rigour of Development subscale from the AGREE II instrument, 9 as discussed above. The score for the Rigour of Development domain is calculated by summing the scores across individual items in the domain and standardizing the total score as a proportion of the maximum possible score. Detailed results of the scoring for this guideline are available on request to guidelines@asco.org. Overall, the pan-Canadian guideline score was 83.3% for methodological quality, with only minor deviations from the ideal as reflected in the AGREE II items.
FINAL RECOMMENDATIONS
On the basis of formal content review of the pan-Canadian guideline, the ASCO panel agreed that, in general, the recommendations were clear, thorough, based on the most relevant scientific evidence, and presented options that will be acceptable to patients. However, for some topics, the ASCO panel formulated a set of adapted recommendations based on local context and practice beliefs of the ad hoc panel members. Additional guidelines and systematic reviews identified in the literature search were used as a supplementary evidence base to inform these adapted recommendations.
The ASCO panel underscores that health care practitioners who implement the recommendations presented in this guideline adaptation should first identify the available resources in their institution and community for the treatment of anxiety and depressive symptoms. The availability and accessibility of supportive care services for all are important in preventing or reducing the severity of symptoms of psychopathology in patients. As a minimum, practitioners should verify with their institution or local hospital the preferred pathway for care of an individual who may present with a mental health emergency.
The sections that follow present the recommendations adapted from the pan-Canadian guideline on screening, assessment, and treatment and care options for depressive symptoms, followed by recommended screening, assessment, and treatment, and care options for anxiety symptoms. Where identified by an asterisk, recommendations are taken verbatim from the pan-Canadian guideline. Otherwise, recommendations have been adapted by the ASCO panel. Recommendations on follow-up and reassessment of symptoms of depression and anxiety were based solely on the consensus of the ASCO panel. Figure 1 presents a screening, assessment, and care algorithm for depression adapted from the pan-Canadian guideline. 1 The algorithm was modified to reflect the ASCO panel's adapted recommendations. Of particular note, references to the Edmonton Symptom Assessment Scale (ESAS) screening measure in the recommendations and the algorithm were removed as this measure is not widely used in the United States.
RECOMMENDATIONS ON SCREENING, ASSESSMENT, AND TREATMENT AND CARE OPTIONS FOR DEPRESSIVE SYMPTOMS
Screening
• All patients should be screened for depressive symptoms at their initial visit, at appropriate intervals, and as clinically indicated, especially with changes in disease or treatment status (ie, post-treatment, recurrence, progression) and transition to palliative and end-of-life care. ⅙ The Canadian Association of Psychosocial Oncology (CAPO) and the Canadian Partnership Against Cancer (the Partnership) guideline Assessment of Psychosocial Health Care Needs of the Adult Cancer Patient suggests screening at initial diagnosis, start oftreatment,regularintervalsduringtreatment,endoftreatment, post-treatment or at transition to survivorship, at recurrence or progression, advanced disease, when dying, and during times of personal transition or reappraisal such as family crisis, during post-treatment survivorship and when approaching death.* • Screening should be done using a valid and reliable measure that features reportable scores (dimensions) that are clinically meaningful (established cut-offs). * • When assessing a person who may have depressive symptoms, a phased screening and assessment is recommended that does not rely simply on a symptom count. ⅙ As a first step for all patients, identification of the presence or absence of pertinent history or risk factors (see depression algorithm) is important for subsequent assessment and treatment decision making. ⅙ As a second step, two items from the nine-item Personal Health Questionnaire (PHQ-9) 11 (Table 1) can be used to assess for the classic depressive symptoms of low mood and anhedonia. For individuals who endorse either item (or both) as occurring for more than half of the time or nearly every day within the last 2 weeks (ie, a score of Ն 2), a third step is suggested in which the patient completes the remaining items of the PHQ-9. 11, 12 It is estimated that 25% to 30% of patients would need to complete the remaining items. The traditional cutoff for the PHQ-9 is Ն 10. The Panel's recommended cutoff score of Ն 8 is based on a study of the diagnostic accuracy of the PHQ-9 with cancer outpatients. A meta-analysis by Manea et al 13 also supports the Ն 8 cutoff score. ⅙ For patients who complete the latter step, it is important to determine the associated sociodemographic, psychiatric or health comorbidities, or social impairments, if any, and the duration of depressive symptoms. ⅙ Of special note, one of remaining seven items of the PHQ-9 assesses thoughts of self harm (ie, "Thoughts that you would be betteroffdeadorhurtingyourselfinsomeway").Amongpatients with moderate to severe or severe depression, such thoughts are not rare. Having noted that, it is the frequency and/or specificity of the thoughts that are most important vis-à-vis risk. Some clinicians may choose to omit the item from the PHQ-9 and administer eight items. It should be noted, however, that doing so may artificially lower the score, with the risk of some patients appearing to have fewer symptoms than they actually do. Such changes also weaken the predictive validity of the score and the clarity of the cutoff scores. It is important to note that individuals do not typically endorse a self-harm item exclusively or independent of other symptoms; rather, it occurs with several other symptom endorsements. Thus, it is the patient's endorsement of multiple symptoms that will define the need for services for moderate to severe symptomatology. • Consider special circumstances in the assessment of depressive symptoms. These include but are not limited to the following: (1) use culturally sensitive assessments and treatments as is possible, (2) tailor assessment or treatment for those with learning disabilities or cognitive impairments, (3) be aware of the difficulty of detecting depression in the older adult. 1 GAD, generalized anxiety disorder; PHQ-9, nine-item personal health questionnaire. In this algorithm, the use of the word "depression" refers to the PHQ-9 screening score and not to a clinical diagnosis: (1) initial diagnosis/start of treatment, regular intervals during treatment, 3, 6, and 12 months after treatment, diagnosis of recurrence or progression, when approaching death, and during times of personal transition or reappraisal such as family crisis 10a ; (2) presence of symptom in the last 2 weeks (rated as 0 ϭ "not at all," 1 ϭ "several days," 2 ϭ "more than half the days," and 3 ϭ "nearly every day"); (3) content of remaining seven items: sleep problems, low energy, appetite, low self-view, concentration difficulties, motor retardation or agitation, and thoughts of self-harm. 1 Provide education and information (verbal plus any relevant materials) for the patient and family about: • Normalcy of stress in the context of cancer • Specific stress reduction strategies (eg, progressive muscle relaxation) • Sources of informational support/resources (patient library, reliable internet sites) • Availability of supportive care services (eg, professionally led groups, informational lectures, volunteer organizations) for the patient and family at the institution or in the community • Availability of financial support (eg, accommodations, transportation, health/drug benefits) • Information about signs and symptoms of depression if stress or distress worsen and avenues for care • Information on sleep hygiene and self-management of fatigue • Information on other nonpharmacological interventions (physical activity, nutrition) It is common for persons with depressive symptoms to lack the motivation necessary to follow through on referrals and/or to comply with treatment recommendations. With this in mind, on a biweekly or monthly basis, until symptoms have remitted: • Assess follow-through and compliance with individual or group psychological/psychosocial referrals, as well as satisfaction with these services. • Assess compliance with pharmacologic treatment, patient's concerns about side effects, and satisfaction with the symptom relief.. • If compliance is poor, assess and construct a plan to circumvent obstacles to compliance, or discuss alternative interventions that present fewer obstacles.
• After 8 weeks of treatment, if symptom reduction and satisfaction with treatment are poor, despite good compliance, alter the treatment course (eg, add a psychological or pharmacological intervention; change the specific medication; refer to individual psychotherapy if group therapy has not proved helpful • Patients should first be assessed for depressive symptoms using the PHQ-9. 11 (Table 1 ). • Table 2 provides a list of other depressive symptom assessment measures, which can be used in follow-up to the PHQ-9 11 or as alternatives. NOTE. GAD-7 Anxiety Severity score calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively, of "not at all," several days," "more than half the days," and "nearly every day." GAD-7 total score for the seven items ranges from 0 to 21: 0-4: minimal anxiety; 5-9: mild anxiety; 10-14: moderate anxiety; 15-21: severe anxiety. Abbreviations: GAD, Generalized Anxiety Disorder; PHQ, Patient Health Questionnaire.
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Treatment and Care Options
• For any patient who is identified as at risk of harm to self and/or others, refer to appropriate services for emergency evaluation. Facilitate a safe environment and one-to-one observation, and initiate appropriate harm-reduction interventions.
• First, treat medical causes of depressive symptoms (eg, unrelieved symptoms such as pain and fatigue) and delirium (eg, infection or electrolyte imbalance).* • For optimal management of depressive symptoms or diagnosed mood disorder, use pharmacologic and/or nonpharmacologic interventions (eg, psychotherapy, psychoeducational therapy, cognitive-behavioral therapy, and exercise) delivered by appropriately trained individuals. 29-39 • These guidelines make no recommendations about any specific antidepressant pharmacologic regimen being better than another. The choice of an antidepressant should be informed by the adverse effect profiles of the medications; tolerability of treatment, including the potential for interaction with other 
Measures Description
Beck Anxiety Inventory (BAI) 14 • BAI (21 items) is a self-report scale assessing the severity of somatic symptoms of anxiety.
• A BAI score Ͼ 10 is suggestive of mild anxiety; a score Ͼ 19 suggests moderate anxiety.
• Domains: somatic symptoms of autonomic arousal and panic (eg, heart pounding, hands sweating)
• The measure was designed to discriminate anxiety from depressive symptoms. Beck Depression Inventory (BDI) 14, 15, 70, 71 • BDI (21 items) is a self-report scale assessing depression symptoms.
• Scores Ͼ 20 on the BDI are suggestive of clinical depression.
• Domains: behavioral, cognitive, and somatic components of depression including suicidal ideation Generalized Anxiety Disorder (GAD) -7 16, 72 • GAD-7 (7 item) is a self-report scale assessing probable causes of GAD.
• Scores of Ն 5, 10, and 15 are, respectively, considered suggestive of mild, moderate, and severe levels of anxiety. • Domain: GAD symptomatology Center for Epidemiological Studies-Depression Scale (CES-D) 17 and short form (CES-D-SF) 18
• CES-D (20 items) and the CES-D SF (10 items) are self-report scales of depressive symptoms.
• CES-D cores of Ͼ 16 suggest moderate to severe depressive symptomatology.
• Domains: negative affect and mood, positive mood or well-being, somatic, interpersonal • CES-D is relatively unaffected by presence of physical symptoms. Generalized Anxiety Disorder Questionnaire-IV (GAD-Q-IV) 19
• GAD-Q (9 items) is a self-report scale assessing symptoms of generalized anxiety disorder as defined by the DSM-IV. • Domains: uncontrollable worry, functional impairment, physical symptoms, and subjective distress Geriatric Depression Scale (GDS) 20 and short form (GDS-SF) 21 • GDS (30 items) and GDS-SF (15 items) are self-report inventories of depressive symptoms more common among the elderly. • A GDS score Ͼ 19 is suggestive of depression and necessitates follow-up. The comparable GDS-SF score is Ͼ 5. • HAM-D (17 items) is a diagnostician administered scale assessing depression symptom severity as defined by DSM-IV. • A HAM-D score ranging from 7 to 17 suggests mild depression, a score of 18-24 suggests moderate depression, and a score Ͼ 25 suggests severe depression. • Domains: low mood, insomnia, agitation, anxiety, and weight loss Hospital Anxiety and Depression Scale (HADS) 25
• HADS (14 items) is a self-report measure with scales for anxiety and depression.
• A score Ͼ 8 on either the depression or the anxiety scale is indicative of caseness for a disorder based on ICD-9 criteria • Domains: depression symptoms, anxiety symptoms • Physical symptom items are not included. Patient Health Questionnaire for Depression (PHQ-9) 11 • PHQ-9 (9 items) is a self-report scale assessing symptoms of major depressive disorder as defined by the DSM-IV. • Domain: depressive symptoms and accompanying functional impairment Penn State Worry Questionnaire (PSWQ) 26 and abbreviated form (PSWQ-A) 27
• PSWQ (16 items) and PSWQ-A (8 items) are self-report scales assessing worry severity, the primary symptom of GAD. • Can be scored as a continuous measure or as a dichotomous measure suggesting the presence or absence of probable GAD. • Domain: prevalence and controllability of pathological worry symptoms Spielberger State-Trait Anxiety Inventory (STAI) 28
• STAI is a self-report measure assessing state (20 items) or trait (20 items) anxiety symptoms. 
Follow-Up and Reassessment
It is common for persons with depressive symptoms to lack the motivation necessary to follow through on referrals and/or to comply with treatment recommendations. With this in mind, do the following on a biweekly or monthly basis, until symptoms have remitted 35,36,41 : ⅙ Assess follow-through and compliance with individual or group psychological or psychosocial referrals, as well as satisfaction with these services. ⅙ Assess compliance with pharmacologic treatment, patient's concerns about adverse effects, and satisfaction with the symptom relief provided by the treatment. ⅙ If compliance is poor, assess and construct a plan to circumvent obstacles to compliance, or discuss alternative interventions that present fewer obstacles. ⅙ After 8weeksoftreatment, if symptom reduction and satisfaction with treatment are poor, despite good compliance, alter the treatment course (eg, add a psychological or pharmacologic intervention, change the specific medication, refer to individual psychotherapy if group therapy has not proved helpful). Figure 2 presents a screening and assessment algorithm for anxiety adapted from the pan-Canadian guideline. 1 The algorithm was modified to reflect the ASCO panel's adapted recommendations. Of particular note, references to the ESAS screening measure in the recommendations and the algorithm were removed as this measure is not widely used in the United States.
RECOMMENDATIONS ON SCREENING, ASSESSMENT, AND TREATMENT AND CARE OPTIONS FOR ANXIETY SYMPTOMS
As noted, where identified by an asterisk, recommendations were taken verbatim from the pan-Canadian guideline. Otherwise, recommendations were adapted by the ASCO panel. Recommendations on follow-up and reassessment of symptoms of anxiety are based solely on the consensus of the ASCO panel.
Screening
• All health care providers should routinely screen for the pres- panic and agoraphobia, generalized anxiety disorder (GAD), obsessive compulsive disorder, and post-traumatic stress disorder (PTSD). • It is recommended that patients be assessed for GAD, as it is the most prevalent of all anxiety disorders and it is commonly comorbid with others, primarily mood disorders or other anxiety disorders (eg, social anxiety disorder). 40 • Use of the Generalized Anxiety Disorder (GAD) -7 scale (Table 1) is recommended. Table 2 provides a list of other assessment measures for symptoms of anxiety, nervousness, and GAD. Table 2 was modified to include scales that measure depression and/or anxiety only. • Patients with GAD do not necessarily present with symptoms of anxiety, per se. The pathognomic GAD symptom (ie, multiple excessive worries) may present as "concerns" or "fears." Whereas cancer worries may be common for many, GAD worry or fear may be disproportionate to actual cancerrelated risk (eg, excessive fear of recurrence, worry about multiple symptoms or symptoms not associated with current
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www.jco.org disease or treatments). Importantly, an individual with GAD has worries about a range of other, noncancer topics and areas of his or her life. • It is important to determine the associated home, relationship, social, or occupational impairments, if any, and the duration of anxiety-related symptoms. As noted above, problem checklists can be used. Examples of these are accessible at www.asco.org/adaptations/depression. Clinicians can amend the checklists to include additional key problem areas or ones unique to their patient populations.
• As with depressive symptoms, consider special circumstances in screening and assessment of anxiety, including using culturally sensitive assessments and treatments and tailoring assessment or treatment for those with learning disabilities or cognitive impairments.
Assessment
• Specific concerns such as risk of harm to self and/or others, severe anxiety or agitation, or the presence of psychosis or confusion (delirium) require referral to a psychiatrist, psychologist, physician, or equivalently trained professional. Moderate symptomatology if patient reports a total score of 10-14
Moderate to severe, severe symptomatology if patient reports a total score of 15-21
• Symptoms interfere moderately to markedly with functioning • Symptoms not responding to Pathway 2 • Referral to psychology and/or psychiatry for diagnosis and treatment • Consider possible comorbid anxiety diagnoses such as panic disorder or social phobia
• May present as worries or concerns re: cancer but also worry, concern about multiple other areas • Fatigue, sleep disturbances, irritability, and concentration difficulties may also be present • Functional impairment from 'mild' to 'moderate' • Consider possible comorbid anxiety symptoms, such as panic, social phobia • None or mild symptoms of anxiety • No/minimal functional impairment • Effective coping skills and access to social support A 7-item GAD-7 16 Fig 2. Anxiety algorithm. Data adapted with permission. 1 GAD-7, Generalized Anxiety Disorder-7 scale; w/wo, with or without. In this algorithm, the use of the word "anxiety" refers to GAD-7 scale scores and not to clinical diagnosis of anxiety disorder(s): (1) initial diagnosis/start of treatment, regular intervals during treatment, 3, 6, and 12 months after treatment, diagnosis of recurrence or progression, when approaching death, and during times of personal transition or reappraisal such as family crisis 10a ; (2) presence of symptom in the last 2 weeks (rated as 0 ϭ "not at all," 1 ϭ "several days," 2 ϭ "more than half the days," and 3 ϭ "nearly every day"); (3) content of items: feeling nervous, anxious, on edge, cannot stop/control worry, worry too much, trouble relaxing, restlessness, easily annoyed, irritable, and feeling afraid. Final item regarding difficulty of the problems.
• When moderate to severe or severe symptomatology is detected through screening, individuals should have a diagnostic assessment to identify the nature and extent of the anxiety symptoms and the presence or absence of an anxiety disorder or disorders.
• Medical and substance-induced causes of anxiety should be diagnosed and treated. • As a shared responsibility, the clinical team must decide when referral to a psychiatrist, psychologist or equivalently trained professional is needed (ie, all patients with a score 
Treatment and Care Options
• For any patient who is identified as at risk of harm to self and/or others, clinicians should refer to appropriately trained professionals for emergency evaluation. Facilitate a safe environment and one-to-one observation, and initiate appropriate harm-reduction interventions. • It is suggested that the clinical team making a patient referral for the treatment of anxiety review with the patient, in a shared decision process, the reason(s) for and potential benefits of the referral. Further, it is suggested that the clinical team subsequently assess the patient's compliance with the referral and treatment progress or outcomes. • First treat medical causes of anxiety (eg, unrelieved symptoms such as pain and fatigue) and delirium (eg, infection or electrolyte imbalance).* • For optimal management of moderate to severe or severe anxiety, consider pharmacologic and/or nonpharmacologic interventions delivered by appropriately trained individuals. Management must be tailored to individual patients, who should be fully informed of their options. • For a patient with mild to moderate anxiety, the primary oncology team may choose to manage the concerns by usual supportive care.* • The choice of an anxiolytic should be informed by the adverse effect profiles of the medications; tolerability of treatment, including the potential for interaction with other current medications; response to prior treatment; and patient preference. Patients should be warned of any potential harm or adverse effects. Caution is warranted with respect to the use of benzodiazepines in the treatment of anxiety, specifically over the longer term. These medications carry an increased risk of abuse and dependence and are associated with adverse effects that include cognitive impairment. As a consequence, use of these medications should be time limited in accordance with established psychiatric guidelines. 42 • Offer support and provide education and information to all patients and their families about anxiety and its treatment and what specific symptoms or symptom worsening warrant a call to the physician or nurse.
• It is recommended to use a stepped care model to tailor intervention recommendations on the basis of variables such as the following: ⅙ Current symptomatology level and presence/absence of DSM-V diagnoses ⅙ Level of functional impairment in major life areas ⅙ Presence/absence of risk factors ⅙ Chronicity of GAD and response to previous treatments, if any ⅙ Patient preference ⅙ Persistence of symptoms after receipt of the current anxiety treatment. • Psychological and psychosocial interventions should be derived from relevant treatment manuals of empirically supported treatments that specify the content and guide the structure, delivery mode, and duration of the intervention. Use of outcome measures should be routine (minimally preand post-treatment) to (1) gauge the efficacy of treatment for the individual patient, (2) monitor treatment adherence, and (3) evaluate practitioner competence.
Follow-Up and Reassessment
• Because cautiousness and a tendency to avoid threatening stimuli are cardinal features of anxiety pathology, it is common for persons with symptoms of anxiety not to follow through on potentially helpful referrals or treatment recommendations. 35, 43 With this in mind, it is recommended that the mental health professional or other member of the clinical team treating the patient's anxiety, on a monthly basis or until symptoms have subsided: ⅙ Assess follow-through and compliance with individual or group psychological or psychosocial referrals, as well as satisfaction with the treatment. ⅙ Assess compliance with pharmacologic treatment, patient's concerns about adverse effects, and satisfaction with the symptom relief provided by the treatment. ⅙ Consider tapering the patient from medications prescribed for anxiety if symptoms are under control and if the primary environmental sources of anxiety are no longer present. Longer periods of tapering are often necessary with benzodiazepines, particularly with potent or rapidly eliminated medications. ⅙ If compliance is poor, assess and construct a plan to circumvent obstacles to compliance, or discuss alternative interventions that present fewer obstacles. ⅙ After 8 weeks of treatment, if symptom reduction and satisfaction with treatment are poor, despite good compliance, alter the treatment course (eg, add a psychological or pharmacologic intervention, change the specific medication, refer to individual psychotherapy if group therapy has not proved helpful).
SPECIAL COMMENTARY
As noted in the 2008 Institute of Medicine report, "Cancer Care for the Whole Patient: Meeting Psychosocial Health Needs" (IOM, 2008), and confirmed in a recent report, 44 the psychological needs of patients with cancer are not being addressed, posing a serious problem for US health care. The days surrounding the diagnosis and initiation of treatment are the most stressful. 45, 46 If psychological needs are not addressed, regardless of when they arise, they then predict later stress and anxiety, 47,48 depressive symptoms, 49 low quality of life, 50 increased adverse effects, and more physical symptoms. 51-54 Alternatively, treatment for either anxiety or depression can successfully addresses issues such as these 32, 55 and has the potential to reduce the risk of recurrence 56 or cancer death. [51] [52] [53] 57 The present guideline adaptation is a step toward assistance and guidance for the oncology community for the assessment of depressive and anxiety symptoms. A busy medical staff may not recognize depression or anxiety disorders. Indeed, studies show that detection of depression is low; 58,59 severity is underestimated; 58-60 and, even when treated with medications, the dose is inadequate. 61, 62 These data are juxtaposed with the knowledge that psychiatric disorders are more prevalent among patients with cancer than among those with any other chronic illness. 63 Though studies vary, the point prevalence estimates for patients with cancer have been estimated to be 20.7% for any mood disorder, 10.3% for anxiety disorders, and 19.4% for any adjustment disorder. 64 By comparison, the National Institute of Mental Health reports 12-month prevalence estimates as being 9.5 for mood disorders and 18.1 for anxiety disorders. 40 Clinicians may not be able to prevent some of the chronic or late medical effects of cancer. But they have a vital role in preventing or reducing emotional fall-out at diagnosis and thereafter. Consider the case of depression. Overall, mood disorders are associated with lowered quality of life and soaring health care costs. 65, 66 Depressed patients with cancer have worries about their disease (70%), relationships with friends (77%), the well-being of family members (74%), and finances (63%), 67 and the sequelae of this includes more symptom distress [68] [69] [70] and maladaptive coping, 71 among others. Depression in particular is associated with heightened risk for premature mortality (relative risk ϭ 1.22-1.39) and cancer death (relative risk ϭ 1.18). 53,72 Two studies have now documented increased rates of suicide among populations of longterm breast and testicular cancer survivors. 73, 74 The picture is no less worrisome when anxiety or anxiety disorders are considered. In fact, a recent meta-analysis has shown that anxiety is the most common mental health issue among long-term cancer survivors. 75 As assessed with self-report measures in individuals at least 2 years post diagnosis, prevalence of significant symptoms of depression and anxiety was estimated to be 11.6% and 17.9%, respectively. 75 As is the case for persons without concurrent physical illness, depression and anxiety co-occur among patients with cancer. 76 Heightened anxiety is also associated with increased adverse effects and symptoms 77 and poorer physical functioning. 78 Worry, the hallmark of generalized anxiety disorder, can be multifocal, 79 with content changing over time, shifting from treatment concerns to physical symptoms and limitations. 80 Be it stress, anxiety, or worry, all are related to important neuroendocrine changes, 81 which may account in part for the poorer survival among patients with cancer who experience heightened stress. 82 Increasingly clinicians are recognizing that for many survivors, their experience of cancer does not end with the conclusion of therapy. 3 Many survivors have lingering issues that can affect all aspects of their lives. These run the gamut: physical (pain, fatigue, urinary or bowel problems, sexual dysfunction), psychological (fear of recur-rence, body image distress), social (job loss or lock, change in interpersonal relationships), existential (loss of sense of self or self-esteem, change in life meaning and purpose), or financial worries, among others. Unfortunately, long-term cancer survivors are not immune from psychological distress. There may be latent risk. Not only is there the risk for new or recurrent cancer, 83 but there also may be emerging chronicities such as cardiac disease, osteoporosis, diabetes, or generally poor health 84,85 that take a toll on emotional well-being.
Screening and early, efficacious treatment for those manifesting significant symptoms of anxiety or depression hold the potential to reduce the human cost of cancer, not only for patients and survivors, but also for those who care for and about them. Strong patient/physician rapport will help to assess the patient's experience of depression and anxiety and determine the most appropriate treatment strategy. 3, 86 In addition, there is a need for physicians to regularly reassess the patient's status to determine whether the first course of treatment for anxiety or depression is effective, or if not, what timely treatment modifications can be implemented. 86 On completion of cancer therapy, many patients may be transitioned to a primary health care provider or other health care providers for follow-up. This transition may be difficult for some patients and may be eased with provision of a survivorship care plan containing personalized information about the patient's treatment and follow-up plans, as well as which providers will be responsible for what aspects of survivors' physical and emotional health care needs (see ASCO templates for examples www.cancer .net/survivorship/asco-cancer-treatment-summaries).
In closing, it must be noted that upwards of 50% of patients with cancer do well, manifesting remarkable resilience at diagnosis, treatment, and thereafter. But even when psychological responses during active treatment are satisfactory, a subgroup of patients will still be vulnerable to later distress. 87 Regardless of the timing and circumstances by which psychiatric comorbidity arises, there can be enormous emotional, interpersonal, and financial costs for patients, as well as economic consequences for providers and the health care system alike when depressive and anxiety disorders are not treated. The present adapted guideline recommendations are offered as a step toward recognizing and eliminating these gaps in care.
